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This visit was for a followup to the State hospital
complaint survey that was conducted on
04-14-14.
Dates: 06-03 & 04-14
Facility Number: 004975
Surveyor:
John Lee, RN
Nurse Surveyor Supervisor
Three previously cited deficiencies were found
corrected.
Saint Catherine Regional Hospital is in
compliance with 410 IAC 15-1.4-1, 15-1.5-2 and
15-1.5-6, Hospital Licensure Rules.
QA: claughlin 06/13/14
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